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The current criteria for duplex diagnosis of perforator incom-
petence are poorly defined, creating many limitations both in
investigation and in treatment. Perforator vessels in certain limbs
are useful for drainage and cannot simply be considered pathologic
perforating veins. Careful assessment by color Doppler scan of
inward flow during muscular diastole could correctly identify the
perforators to disconnect and those to save because, as we should
not forget, the aim of surgery in patients with chronic venous
insufficiency is to improve venous emptying, not just to indiscrim-
inately remove veins!
Paolo Zamboni, MD
University of Ferrara
Ferrara, Italy
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Reply
We read with interest Dr Zamboni’s letter concerning our
article. Although Dr Zamboni writes that his interpretation of our
results differs from our discussion, we believe there are more
similarities than differences. We agree that it is critical to develop a
better classification system for perforator veins than the one we
have now. Currently, perforator veins are classified as either com-
petent, implying normal function, or incompetent, implying abnor-
mal function. Unfortunately, the criteria for incompetence varies
significantly in the literature and is not based on the hemodynamic
significance of outward flow in the examined vein. We need to
develop a system that allows us to identify various degrees of
abnormality in these veins, and this may better direct us in thera-
peutic choices.
We also agree that many perforators demonstrate bidirectional
flow without causing venous dysfunction. The suggested study of
perforators during muscular contraction and relaxation may yield
further insight into normal patterns of flow. We believe that the
work of Delis et al1 is an important start in identifying categories of
perforator dysfunction. Through these initiatives, hopefully we can
develop a better understanding of which perforators are truly
pathologic versus those that demonstrate reflux but are hemody-
namically insignificant. An excellent tool has been developed for
perforator ligation (SEPS), but more must be done to determine
the optimal situations in which it should be utilized.
William Marston, MD
Robert Mendes, MD
Division of Vascular Surgery
University of North Carolina School of Medicine
Chapel Hill, NC
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Regarding “Challenges of endovascular tube graft
repair of thoracic aortic aneurysm: Midterm follow-
up and lessons learned”
Dr Marin and his colleagues have reported an extensive expe-
rience of 84 aneurysms of the descending thoracic aorta treated
with an endovascular prosthesis and have clearly established its
poor performance: a 38% major procedure–related or device-
related complication rate and a 15% attachment failure rate (J Vasc
Surg 2003; 38:676-83). At 40 months, the overall mortality is 33%
and the rate of rupture, type I endoleak, or type III endoleak is
26%. Hopefully their surgical leadership will serve as an inspiration
to question the widespread utilization of an irrational method of
thoracic aortic aneurysm exclusion.
These results are not surprising and are consistent with the
mode of intraluminal fixation against the aortic wall by lateral
pressure, excluding any feasibility of prosthesis anchorage to the
adventitial layer of the aorta. The addition of hooks with the
potential hazards of esophageal perforation will never replace a
precise and blood tight atraumatic suture line.
The firm advocates of this new technology have underesti-
mated a fundamental principle for long-term successful implanta-
tion of an aortic prosthetic graft: the adventitia mostly made of
strong collagen fibers and assuring 60% of the tensile strength of
the aortic wall1 should be circumferentially included into a full
thickness host aorta-graft anastomosis. Any technique of graft
insertion in which the adventitia is either partially or completely
excluded is doomed to failure. This has been illustrated in the past
with two open techniques already abandoned many years ago: the
inclusion technique with a 25% incidence of false aneurysms2 and
the intraluminal sutureless prosthesis prone to migration.3
Two other problems have already been addressed by other
authors:
1. The fatigue of a very complex assembling made of a metallic
frame and a thin Dacron fabric will likely reproduce into a single
device the structural failure encountered with both cardiac valve
and Dacron prosthesis development over the past 50 years.4
2. The unavoidable poor tissue incorporation of an implant de-
ployed inside a dead space between the graft and the aorta with
persistent leakage of blood.5
Any standard open surgical procedure with comparable poten-
tial hazards and such alarming results would be seriously ques-
tioned by most of us and certainly not considered for the treatment
of young patients with acute or chronic traumatic aneurysms. I
have already expressed the opinion that these patients should be
referred to highly specialized centers for aortic surgery equipped
with fully trained personnel and optimal methods of organ protec-
tion.6 The major lesson to be learned from the excellent study of
Marin and colleagues is that the faithful compliance with basic
principles that have guided open cardiovascular techniques should
be also the rule for future development of less invasive techniques.
At this point of development, this inadequate technique of aneu-
rysm exclusion should be submitted to more vigorous experimen-
tal investigation and, at the very least, its clinical use reduced to a
strict minimum.
Alain Verdant, MD FRCS (C)
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